Introduction
Chronic pain is often managed in primary care settings; however, primary care providers (PCPs) face significant challenges in delivering optimal pain care, due in part to gaps in pain management training, limited time to meet with patients, and inadequate resources [1] [2] [3] . Prescription opioid medications are commonly prescribed for chronic pain. While there remains uncertainty about the comparative effectiveness of opioids vs other medications [4] , available evidence suggests that opioids may have limited effectiveness when prescribed long-term and that they are associated with significant adverse harms [5, 6 ].
An important consideration in treating pain with chronic opioids is assessing the risk profile of this therapy in the context of the patients' medical and social history. Concomitant medical problems including untreated sleep apnea, history of substance abuse, or use of certain medications like benzodiazepines can increase the risk of death from opioids [6] . Clinicians may taper or stop opioid medications when there is a high risk of overdose and/or patients do not demonstrate improved functionality. However, PCPs often face strained interactions when delivering care for patients with chronic pain, including feeling pressure to treat chronic pain with opioids, concern for opioid misuse or diversion, and aberrant patient behaviors [1, 7] . PCPs often experience frustration associated with patients with chronic pain, and PCP concerns about opioid addiction and dependence impact their perceived ability to deliver optimal pain care to patients with chronic pain [8] . In difficult visits that involve opioid prescribing, clinician concerns about balancing patient safety and patient satisfaction may compound an already strained encounter and possibly contribute to provider stress.
Interventions to address chronic pain management and assist clinicians with opioid prescribing in primary care are emerging [9] [10] [11] [12] . One approach is the creation of clinician-led multidisciplinary peer review groups that review challenging cases and provide PCPs with treatment recommendations [11, 12] . Little is known about clinician perspectives on chronic pain and opioid treatment in the context of developing and implementing such interventions.
The aim of the current study was to explore provider perspectives surrounding opioid prescribing in the context of early implementation of a controlled substance review group in a Department of Veterans Affairs (VA) teaching clinic. In this paper, we present preliminary findings from qualitative data garnered from semistructured interviews with PCPs, a focus group discussion with Nurse Care Managers (NCM), and structured observations of Controlled Substance Review Group (CSRG) meetings. Providers' experiences with patients prescribed opioids and the utility of the CSRG meetings in a primary care practice are discussed.
Methods
Six semistructured interviews were conducted with VA PCPs, one focus group discussion was conducted with six VA NCMs, and a research team member engaged in structured observation of 28 CSRG meetings (54 individual case discussions) held from September 2015 to August 2016.
Setting
The study was conducted at a primary care clinic of the VA Portland Health Care System in Portland, Oregon, where resident physicians perform a large proportion of primary care work.
Controlled Substance Review Group
In October 2015, along with staff clinicians, two PCPs (CZ, KM) implemented a peer-based multidisciplinary consult service called the Controlled Substance Review Group [12] to provide structured support for PCPs regarding chronic pain management and opioid analgesics in a resident teaching clinic at the VA Portland Health Care System. Group members developed a standardized Chronic Pain Assessment Note for PCPs to complete at the time of consultation. This template prompts PCPs to input the following information: 1) patient's chronic pain history; 2) pharmacologic and nonpharmacologic treatment history; 3) urine drug screen (UDS) and Prescription Drug Monitoring Program (PDMP) results; and 4) any aberrant or concerning behavior. In addition, the template includes two standardized tools to assess the appropriateness of opioid therapy: the Diagnosis, Intractability, Risk, Efficacy (DIRE) [13] and the Opioid Risk Tool (ORT) [14] . The DIRE and ORT are to be filled out at the time of referral so that they may be referred to during the consultation discussion. PCPs may request CSRG reviews and are not obligated to participate. CSRG membership consists of clinic staff from internal medicine (both residents and attending physicians), nursing, pharmacy, psychology, and social work. CSRG convenes weekly during the lunch hour, reviews one or two cases per meeting, and relies on the donated time of group members who are also paid clinical staff.
As previously described by Zeigler and colleagues [12] , the structure of a CSRG meeting is as follows. First, the referring provider, along with his or her nurse team, presents a patient's case in-person using the Chronic Pain Assessment Note as a guide. The group then reviews the risks and benefits of opioid therapy as they relate to the patient's pain condition, functional status, and comorbidities and decides as a group whether opioids should be stopped, tapered, or continued. The group then discusses recommendations regarding alternative treatment therapies and provides the referring PCP with communication strategies to use with patients and help with outside referrals (e.g., addiction treatment services, mental health, etc.) A note detailing the discussion and recommendations is added to the patient's medical record. The group reviewed 54 cases during the first year of CSRG implementation. Of these cases, 44 were referrals from residents. The mean age of patients was 61 years, with a range from 26 to 84 years. Most patients were men (52/54) with a primary diagnosis of noncancer pain (53/54). CSRG implementation resulted in opioid discontinuation in 29 of 54 cases [12] .
Interview and Focus Group Participants
Interview and focus group participants were sampled per the following criteria: 1) varying levels of clinic experience; 2) to mirror the multidisciplinary participation in CSRG (i.e., to sample from more than one discipline); and 3) recent participation in the CSRG consult process. The interviews, focus group, and structured observation were conducted by the same member of the research team (EH). Interviewees and focus group attendees were asked open-ended questions designed to elicit their perceptions of opioid prescribing practices in the clinic. The development of interview, focus group, and observation guides was informed by researchers' review of relevant literature and prior clinical experience in chronic pain management. Given that interview and focus group questions were open ended, follow-up questions varied among participants; however, core questions remained the same. Interview and focus group participants signed an informed consent statement, and CSRG attendees being observed were made aware of the researcher's presence and purpose. The VA Portland Health Care System Institutional Review Board approved the study.
Data Analysis
An exploratory, content-driven approach to applied thematic analysis [15] was employed. The interviews and focus group were transcribed verbatim from audio into electronic documents, and they were checked for accuracy. Handwritten structured observation notes were typed and stored as electronic documents. All data were imported into the qualitative data analysis software program ATLAS.ti [16] . A qualitative researcher read each transcript and structured observation entry and highlighted salient statements or observations to develop a preliminary coding schema that was then applied to all data by the same qualitative researcher. Through the process of writing memos [17] , the qualitative researcher recorded patterns within the data and grouped these patterns into domains and associated themes. Research team members reviewed the data and discussed interpretation of results to finalize categorical definitions. The quotations presented are from the PCP and nurse interview transcripts.
Results
Interview participants (N ¼ 6) included three attending physicians, two medical residents, and one health psychologist. Six NCMs participated in one focus group. A researcher observed 28 CSRG meetings from September 9, 2015, to August 25, 2016 . All interview and focus group participants were also current or previous participants in CSRG meetings, either as active CSRG members, referring primary care team members, or both.
Interview and focus group participants identified several issues associated with opioid prescribing and how CSRG implementation impacted clinic functioning. Several themes were identified within the following domains: 1) challenges of pain management; 2) patient attachment to opioids; 3) provider frustration; and 4) the role of the CSRG. Analysis of CSRG discussion observations echoed findings from interview and focus group data while also providing additional insight on how the CSRG group functions within a primary care clinic.
Challenges of Pain Management
Analysis of results revealed that providers pointed to a set of factors that they perceived as impediments to effective chronic pain management using opioid analgesics.
Objective Assessments
Providers expressed concern regarding the ability to perform accurate and objective pain assessment.
It's subjective instead of objective. I can't get a blood pressure and say this is what's going on.
In addition, while the CSRG consult prompted referring providers to calculate standardized risk assessment scores, it was often the case that the provider was not able to complete all items on ORT and DIRE tools because PCPs typically complete these after a patient visit and do not always do so due to time constraints. This worked to exacerbate provider and group member concern over a lack of objectivity in pain and risk assessment and complicate decision-making surrounding opioid prescribing.
Changing Guidelines
Providers pointed out that recent changes in opioid prescribing practices, and the emergence of evidence that the long-term efficacy of opioids for chronic pain is limited, contributed to difficulties surrounding opioid prescribing.
I will say there have been a lot of changes in the way we practice which can create more stress. You know, 10 to 15 years ago you have opioids, and now you don't give opioids in general. And I'd say for the residents that's a very high stressor for them.
Per many of the participants, there is a societal expectation for pharmacological pain management that is partially rooted in "pain as a fifth vital sign," the controversial pain screening policy. Providers discussed how effective chronic pain management is complicated by efforts to balance patient satisfaction and safety with accurate diagnosis and appropriate treatment of pain.
The new guidelines coming out saying we've been overprescribing these [opioids] for so long and being stuck in the middle there in terms of wanting to do what's best for the patient but also ensuring their satisfaction in managing controlled substances.
The perception that opioids are needed for treating pain may be reinforced by both providers and patients.
Lack of Coordinated Approach
Providers pointed to a lack of a coordinated approach to the delivery of chronic pain services that presents difficulties in ensuring that patients are connected with nonpharmacological resources.
We have a whole bunch of classes now-living with chronic pain, living with chronic illness, anxiety, sleep help-all those things, but getting patients to actually go; they are very little utilized even though I show them the list, I circle it. I think if we had support somehow to help patients actually, I don't know, a health coach or something to encourage them to go or figure out a way.
Providers noted that while patients may be made aware of affordable or reduced-price services in the community, such as free recreational activities or sliding-scale acupuncture, it was not possible to ensure that patients would utilize these resources or consistently engage in nonpharmacological therapies.
Patient Attachment to Opioids
Analysis of results indicated a provider-held view of patient attachment to opioids that impacts patient-provider communication and care delivery.
Threats
Providers reported that patients have made threatening statements when opioid therapy was tapered or withdrawn.
There have been a couple patients recently where I have stopped prescribing opioids that were started by a different provider prior to my care for that patient, and usually they are upset and oftentimes they will say things like, "Well if you're not going to prescribe this for me, I'm just going to get it from the street." And they kind of make these threats at you.
He [the patient] did a lot of getting up and yelling at me, just kind of laying out his frustrations and basically saying I'm not caring for him and he'll end up dying of all this and that's on me.
In addition, providers reported an awareness of the possibility of "unintended consequences" related to withdrawing opioid therapy.
One guy I am thinking of said, "When I have this much pain, I feel like killing myself. My uncle killed himself because no one treated his pain." So you get this barrier of 'don't touch it or you might be causing suicide,' you know, and we are so highly attuned to that. I think that to me is one of the biggest stresses.
In CSRG meetings, it was not uncommon for providers to include in their reason for consult that patients had made threats and to request feedback on how to approach tapering or withdrawing opioid therapy.
Entitlement
Providers discussed a view that many patients feel entitled to receive opioid medications for pain.
You want to do what you think is right for the patient by helping them taper off these medications that can have harmful side effects, but they see it as you taking away something that they have a right to or they are entitled to for pain control.
According to providers, many patients with chronic pain perceived the nonpharmacologic treatment options offered to them as "hoops to jump through" in order to prove to providers that they are deserving of opioids (i.e., "in real pain") while other patients with chronic pain felt deserving of opioids and chose not engage in other treatment modalities like physical therapy because it is "too hard" and they "just want a pill" or "something to numb them." Moreover, many providers indicated a perception that patients felt penalized when they did not receive opioid medications or when their current opioid therapy was tapered and discontinued.
We're saying you're not getting it anymore, and they say, "I've done everything I'm supposed to, I haven't abused, I haven't shared, I've taken them exactly as directed." And they feel like they are being punished.
Abandonment
Providers expressed the belief that patients experience feelings of abandonment when opioid medications are tapered or withdrawn. These feelings of abandonment may be potentially exacerbated by referrals to other services, in particular mental health.
They can feel like they've been dumped [when referred to mental health] because they've been told they're now quote "crazy" rather than having a valid medical concern.
CSRG discussion and recommendations incorporated the notion that providers must "put something in place"
Controlled Substance Review Group of opioids to mitigate any possible feelings of abandonment by patients and to support the patient-provider relationship. Examples of plans "put in place" of opioid therapy included other medications (e.g., gabapentin, duloxetine), acupuncture, and pain clinic referral.
Provider Frustration
Providers expressed that they experienced frustration related to difficult aspects associated with opioid prescribing and chronic pain management.
Confrontation in Clinic Visits
Participants described confrontations with patients during clinic visits, over the phone, and when using online secure messaging in which patients used angry, abusive language or manipulative communication tactics.
That's been very hard to deal with them [patients] because they are angry and so it's different than explaining a disease process to someone who is interested in finding out what to do next and how to help themselves. It's [that] they're just angry and you are getting shouted at, they are not reasonable in the conversations, they don't want to hear what you have to say, and they just want to tell you off.
For providers, instances of confrontation with patients had lasting effects on their comfort in the workplace.
You see those patients coming up on your schedule, you remember that conflict that you had in the last visit, and that causes you anxiety even before the visit.
In CSRG meetings, referring providers would frequently describe discussions related to opioid harms (e.g., side effects of long-term opioid use, misuse, and opioid-induced hyperalgesia) with patients as fraught with tension, uncertainty, and a sense of helplessness for both providers and patients.
Lack of Patient Engagement in Mental Health
Providers reported lack of engagement in mental health among patients with coexisting or underlying mental health conditions. If you look, many of our patients have PTSD, many of them won't go to engage in mental health, and this [opioids] blunts. It's an anesthetic, and it blunts those symptoms, instead of treating the underlying [condition].
While mental health referrals were common in CSRG recommendations, mental health providers in the group were hesitant to endorse a mental health referral if the patient was not engaged in care, adding to an already pervasive sense of frustration with this issue.
The patient shows up and he never does his homework, he never tries any behavioral interventions, he comes in and complains about not getting meds [opioids]. He's being presented in the advisory board [CSRG] this week, and so I'm going to have to go and say I'm not going to see him, and even if ya'll think he needs mental health-I do too-I can't make him engage.
Complex Social Situation
Participants listed social determinants of health that impacted many of their patients, which they found both clinically and emotionally challenging and that also interfered with effective pain management, including limited social support, housing insecurity, and poverty. Providers provided vivid descriptions of the social complexity in the lives of their patients when discussing these frustrations.
I'm thinking of one patient with a very stressful social situation at home, with a son in jail, drug use in the house, both him and other family members as well as some untreated but diagnosed central sleep apnea, as well as lot of real pain and a lot of real injuries that he has demands for, and wanting to continue on opioids, but it was felt to be an unsafe situation and kind of trying to balance that and getting him to realize I was trying to look out for his health while recognizing he has pain, in terms of avoiding death.
Role of the CSRG
Providers described three roles that the CSRG fulfilled regarding decision-making surrounding opioid prescribing.
Communication Techniques
In cases where providers expressed concern regarding appropriate opioid use by patients, CSRG recommendations included ways that PCPs and clinic staff can better manage difficult patient interactions through specialized language use and establishing communication boundaries, in addition to group endorsement of discontinuation of opioid therapy. CSRG members with more experience often mentored less experienced providers on how to improve their assessment of patient social context through open-ended questioning (e.g., "What is a typical day like for you?") and to incorporate this information into subsequent treatment plans.
[Group member] really walked me through with one patient in particular. . . . "Here is how I approach these patients: Tell me about your life; tell me about your day. Do you wake up in pain? Then what do you do?" And just those statements. . . . Here are the talking points.
CSRG members often pointed to the importance of performing a social context assessment because it may reveal associated features that may support a diagnosis of opioid use disorder or reveal opportunities to better engage patients in care, such as learning what brings a patient joy and motivation for healthy change.
Supporting Mental Health Engagement
Concerns over the mental health of patients were a common focal point in CSRG consult discussion, with two central perspectives among participants. Results indicated that participants viewed mental health referrals as the "end of the road" when efforts to engage patients in treatment plans failed, while others regarded mental health treatment as a facilitator to their own improved care provision. CSRG group members developed recommendations for referring providers to improve patient engagement in mental health services through supporting warm handoffs in the clinic, bringing in mental health providers in to visits to moderate opioid discussion, and changing the type of language used to describe mental health in a way that conveys empathy and is seemingly more acceptable to patients (e.g., focus on health behaviors rather than mental illness).
Structured Support
For many participants, an important function of the CSRG was to depersonalize opioid-related decisionmaking and to convey to patients that other providers and clinic staff members supported the treatment plan.
With that Controlled Substance Review Group, again to help with sharing that burden so that when I am talking to patients it's not like it's just my decision or I am doing this to them, but this multidisciplinary group of other physicians including those who are experts in chronic pain and opioids as well as nursing, psychologists, and a variety of other people have evaluated this and looked at it and feel this is the right way to go.
CSRG recommendations served as both a communication facilitator and buffer against potential conflict in patient-provider discussions.
When I told the patient I wouldn't prescribe their Vicodin anymore, it didn't feel so much as a personal attack. It felt like, here's what the group is saying, I've presented your case and this is what the decision is, and this is just how it is. And so it was kind of a little bit easier to have that conversation with the patient.
The CSRG provided emotional support and validation for decisions deemed to be difficult and likely to result in patient-provider conflict, and one provider described the group as "a more formalized process to get that support and validation." In addition, the CSRG provided the space for providers to air their frustrations and concerns, and many participants expressed gratitude that the group provided "backup" for difficult decisionmaking and stressful communication with patients.
Discussion
In this study, we documented the importance of provider stress related to opioid prescribing in the context of the development of a peer-based multidisciplinary group (called the CSRG) designed to improve opioid prescribing practices in a primary care setting. The sources of stress included challenges with chronic pain management, patient attachment to opioids, and feelings of frustration surrounding the provision of appropriate opioid therapy. We described how the CSRG worked to provide structured decision-making support to providers experiencing opioid prescribing-related stress.
The findings of this study are consistent with literature on provider perceptions of chronic pain management and opioid analgesics. Within this literature, providers have reported difficulties and frustrations associated with uncertainty regarding patient motivations and engagement in care [1, 7, 18, 19] , fear of causing harm [2] , the inherent subjectivity of pain [1, 2, [18] [19] [20] , coexisting disorders [1, 2] , lack of social support [2] , and the overall "emotional toll" of chronic pain management [2, 7] . Interventions similar to the CSRG, such as a multidisciplinary controlled substances committee developed by pharmacy residents [11] and an opioid renewal clinic coled by a nurse practitioner and a pharmacist [9] , have sought to address issues associated with chronic pain management and opioid prescribing by supporting providers through decision-making. These interventions have demonstrated a decrease in the number of patients prescribed inappropriate opioid doses [9, 11] , a reduction in patient aberrant behaviors [9] , and a marked change in clinic prescribing culture [11] . The current study builds on the prior findings to indicate that the development of this peer-based multidisciplinary group helped providers with communication strategies, mental health referrals, and support for difficult decision-making surrounding opioid prescribing. In addition, the CSRG addressed provider stress through the provision of emotional support and structured case discussion and consultation.
Workplace stress and burnout is well documented among health care providers [21, 22] , adversely affecting provider competencies [23] , attrition [24, 25] , patient care [26] [27] [28] , effective communication with patients [29] , and health care system performance [30, 31] . Providers are at risk of continuing to dispense opioid prescriptions to minimize stress and patient-provider conflict, and doing so despite thinking opioid therapy is not in the patient's best interest. Structured case discussion and consultation groups, like the CSRG, may work to promote patient safety through supporting providers through stress and improving providers' communication skills with patients. The CSRG may help to drive clinic policy revisions regarding opioid prescribing and chronic pain management so that responsibility is shared by the prescribing provider and the clinic, thereby helping to sustain patient-provider relationships and promote patient satisfaction with care. On the individual provider level, an advantage of the CSRG is that providers feel supported in their patient care decision.
Several state and federal policies have been implemented to improve medical practice surrounding opioid analgesics, including state-run PDMPs [32] and the US Food and Drug Administration Opioids Action plan [33] . In an analysis of opioid prescribing trends, Pezalla and colleagues [34] found that opioid prescribing rates sharply increased from 2002 to 2010, then decreased in 2011, coinciding with the implementation of targeted health policies. Our results indicate that providers find the shifting landscape of changes in opioid prescribing guidelines to be challenging to their practice and hold views that connect the shift in guidelines to difficulties in ensuring satisfaction among patients who may have come to expect opioid medications for pain because of past prescribing practices. The CSRG may provide an educational forum for providers and staff to discuss how to best achieve guideline-concordant care in light of recent policy changes for opioid prescribing while also considering patient satisfaction with care.
There were limitations to the current study. First, the findings of this qualitative study are limited to one VAbased primary care clinic, and our interviews included only six PCPs. However, thematic saturation was reached, and we complemented our interviews with a focus group with NCMs and participant observation of 28 meetings that included PCPs and our multidisciplinary CSRG to provide more breadth to our results. Last, our sample included only health care providers; we did not explore patient perspectives of chronic pain management and opioid analgesics. Simmonds and colleagues [35] documented patient attitudes that impeded patient engagement in nonopioid pain treatment that included dissatisfaction with providers and beliefs about nonpharmacologic therapies. Future research should incorporate patient views of provider participation in a structured decision-making support group in addition to patient perceptions of CSRG impact on nonopioid pain care.
Conclusion
There are very few interventions documented in the literature that seek to address the decision-making difficulties associated with opioids and chronic pain management. The findings of this study illustrate how providers in an academic VA primary care clinic viewed opioid prescribing during the early implementation of a multidisciplinary group that provides structured opioid case discussion and consultation to PCPs. Our results indicate that providers experience significant stress related to opioid prescribing and that the CSRG functions to support providers through concrete assistance with decision-making and shared responsibility for decision outcomes. Interventions like the CSRG hold promise to alleviate provider stress and to improve patient safety and satisfaction through engendering changes in opioid prescribing practices among PCPs-ultimately improving chronic pain management in primary care settings.
